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embolectomy in a timely manner while patient 
transfer to a tertiary comprehensive stroke 
center is often associated with time delays that 
make the difference between a favorable func‑
tional recovery and severe disability.
The clinical vignette presented in this journal 
by Musialek et al1 clearly illustrates the problem 
that, from the statistics provided, is relevant to 
the fate of many hundreds of stroke patients 
in the country. A 69‑year ‑old man with a ma‑
jor stroke arrived on a Sunday night in a large 
regional hospital within a time window that 
would make him suitable for transcatheter em‑
bolectomy. The cardiologist on call had been 
trained and certified in acute stroke interven‑
tions by the World Federation for Intervention‑
al Stroke Treatment (WIST) but could not per‑
form the intervention. The patient was not ac‑
cepted by the nearest comprehensive stroke cen‑
ter due to anticipated effect of the transport 
delay (1.5–2 hours) on thrombectomy eligibili‑
ty (the expected patient arrival to the compre‑
hensive stroke center was some 5–6 hours from 
the stroke onset). This occurred despite the fact 
that the rich collateral circulation suggested that 
the patient could benefit from ebolectomy even 
beyond the usual 6‑hour window, with a statis‑
tical cerebral and clinical benefit fundamental‑
ly smaller than that in case of an on ‑site imme‑
diate treatment but still fundamentally larger 
than in case of no intervention at all.
There are dire consequences due to our medi‑
cal systems lacking the foresight and flexibility 
to recognize the potential of effective and safe 
mechanical thrombectomy by endovascular op‑
erators of various specialties including interven‑
tional cardiologists. In far too many cases this 
results in a dependency on life ‑long nursing care 
or death. This is not inevitable. Rather, it is com‑
pletely avoidable and, therefore, unacceptable.
Interventional cardiologists can provide not 
only fully operational infrastructure that of‑
fers 24/7/365 interventional therapy for pa‑
tients with acute myocardial infarction but also 
the mindset for an immediate intervention dur‑
ing the weekend and in the middle of the night 
and skills in carotid and other interventions 
beyond the coronary tree. Indeed, numerous 
recent publications from several countries on 
4 continents (only some of which can be refer‑
enced below) clearly demonstrate that cardiol‑
ogists are able to perform intracranial throm‑
bectomy with results similar to those in pivot‑
al randomized trials.2‑5
The merit of mechanical thrombectomy is un‑
disputed. It is now time to enforce health care 
systems modifications that will enable every el‑
igible person to benefit from this treatment re‑
gardless of location. Analogous to primary per‑
cutaneous intervention in acute myocardial in‑
farction, mechanical thrombectomy must occur 
regionally, including cardiology cathlab ‑based 
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“Time is brain” is a no ‑brainer
To the editor Stroke is among the most dread‑
ed events. Some might consider major mental 
and physical disability ensuing from a stroke 
as worse than death. The consequences are det‑
rimental not only for the patient but also for 
the families, healthcare system, and society.
For decades, medical therapy had been the treat‑
ment of choice. For ischemic stroke, intravenous 
fibrinolysis is recommended if the patient arrives 
within a time window of a 4.5 hours in absence of 
contraindications to the lytic therapy. Unfortu‑
nately, in large vessel occlusions that are respon‑
sible for the most devastating forms of ischemic 
stroke, the efficacy of lytic therapy is very limited.
It is precisely this situation in which several 
randomized trials have demonstrated that me‑
chanical thrombectomy in addition to system‑
ic fibrinolytic therapy is superior to fibrinolytic 
therapy alone. There is no other interventional 
cardiovascular therapy today that has been so 
convincingly demonstrated to improve function‑
al outcome in such a dramatic fashion.
Rapid initiation of endovascular treatment is 
paramount to success. The time between the on‑
set of symptoms and vessel recanalization is 
the most important predictor of a good clini‑
cal outcome. Unfortunately, in most regions of 
the world, the number of neuro ‑interventional 
centers and / or neuro ‑interventional special‑
ists is insufficient to provide transcatheter 
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of Kardiologia Polska (Kardiol Pol, Polish Heart 
Journal) Musiałek et al1 presented a clinical vi‑
gnette of a 69‑year ‑old man with acute ischemic 
stroke and with contraindication to thromboly‑
sis who, however, was not treated with mechan‑
ical thrombectomy in a timely fashion. The rea‑
son for this was the refusal from a single avail‑
able regional stroke center due to anticipated ex‑
cessively long transportation time from a local 
hospital where the patient was diagnosed with 
the use of computed tomography. Then, the pa‑
tient was treated conservatively in a local hospi‑
tal, and 2 months after the acute episode, he was 
still severely disabled and unable to live with‑
out external care. We all should agree that this 
exemplifies a distressful failure of the stroke‑
‑care system in Poland.
There are 2 most important questions arising 
from that article: 1) how many regional stroke 
centers do we need in Poland to diagnose and 
treat patients with ischemic stroke? and 2) who 
can perform manual thrombectomy? To ad‑
dress the first one, we should base the answer 
on the interventional cardiology experience we 
had so far—a network of the catheterization 
laboratories working 24 hours a day, 7 days 
a week to treat patients with acute myocardi‑
al infarction (AMI). The optimal number of in‑
dividuals served by one interventional cardi‑
ology unit to offer appropriate service for pa‑
tients with AMI is not precisely determined 
in guidelines, but in Poland it is 200 000 to 
250 000. The time from onset of AMI symptoms 
to primary percutaneous coronary intervention 
should not exceed 120 minutes. A longer delay 
is not acceptable and these patients should be 
treated by thrombolysis and then transferred 
to a catheterization laboratory for coronary an‑
giography. In Poland, because of a very dense 
public and nonpublic catheterization laborato‑
ry network (over 150 units), thrombolysis for 
treatment of AMI practically does not exists. 
Do we need the same number of thrombecto‑
my units for the treatment of ischemic stroke? 
Even if probably much less would be the opti‑
mal number, we have to remember that the ac‑
ceptable time window for treatment of ischemic 
stroke should not optimally exceed 6 hours 
(with extension to 24 hours in selected cases; 
however, the concept of “time is brain” remains 
critical). The patient described was within the 
window for mechanical thrombectomy if treat‑
ed on‑site and on the verge of the 6‑hour win‑
dow if transported to the nearest comprehen‑
sive stroke centre, though with the magnitude 
of collateral circulation he was likely to belong 
to the extended window cohort.2, 3 And not in 
every case of stroke, as well as in every case of 
AMI, thrombolysis is desirable. Taking into con‑
sideration the very unfortunate clinical course 
of the example described by Musiałek et al,1 
I can conclude that the number of mechanical 
thrombectomy ‑capable centers collaborating 
with local stroke units,2‑5 without delay rath‑
er than being limited to sparse large (compre‑
hensive) stroke centers run mostly by neuro‑
radiology. To achieve this, it is less important 
to focus on the specialty of the endovascular 
operator, but on how to provide the necessary 
training in a reasonable and timely manner. We 
congratulate our Polish colleagues on clearly 
defining, through a multi ‑specialty consensus 
under the auspices of their Ministry of Health, 
stroke thrombectomy unified training require‑
ments that are similar irrespective of the opera‑
tor “basic” specialty—angiology, neurology, en‑
dovascular surgery, or cardiology.1 This is a mod‑
el achievement on the map of turf wars that are 
regrettably continued in some places in the world 
at the price of human brains and lives. “Time is 
brain” not only means that we must open the cul‑
prit vessel as quickly as possible but, equally im‑
portantly, that a routine access to this therapy 
must be created quickly and safely.
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Why is it still a gleam in people’s eyes in 
Poland? 
To the editor Mechanical thrombectomy has 
become the standard of care for acute ischemic 
stroke with proximal large vessel occlusions. De‑
spite this accepted knowledge, in the April issue 
